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Intelligence... 


Man’s intelligence down through the ages has had to solve the problems of the 
day. During these last hundred years of magnificent progress in Dentistry, the in- 
telligent dentists have always had to combat the unintelligent who express great 
knowledge of what cannot be done. Intelligence directs men’s minds along the 
lines of what can be done. 

Today, opportunities are brighter than ever for dentists to develop the kind of 
intelligence needed for the advancement of Dentistry beyond the levels the pub- 
lic now praises in other branches of the healing arts. 

When we think of Dentistry, let us think of it as a great national university with 
a faculty made up of intelligent men from the dental societies everywhere who 
are determined to gather, evaluate scientific facts and render high-grade human 
service. Only in this way is Dentistry able to use such facts for mutual improve- 
ment and the ultimate good of the public. 

Dentistry has no individual leader at its head. Constant change of officers for- 
bids such leadership. It is therefore incumbent upon the most intelligent dentists 
of the rank and file to strive constantly for the betterment of their fraternity 
brothers and Dentistry as a whole. They must make their voices ring. They must 
be willing to make sacrifices. They must ignore distasteful and unfortunate polit- 
ical moves and give their intelligence full reign in seeking a true concept of Den- 
tistry, and in making that concept felt. This is the only true professional attitude. 

The success of Dentistry depends upon the intelligence of the dentists them- 
selves. This intelligence should not be underrated as some are prone to do. The 
need is to activate it in favor of dental progress. Don’t look to Chicago only for the 
inspiration. Look to the best minds in your own town or district. 


James Robinson, Editor 
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The Ponticless Bridge 


for Restoring Functional Balance 


of Migrated Teeth 


By B. F. SAPIENZA, D.D.S., 
BIRMINGHAM, ALABAMA 


society platforms all over the country. 


Dr. Sapienza has also distinguished himself in sports and organization 
work. He played varsity football; was Niagara A. A. U. light-heavyweight 
wrestling champion and Southeastern A. A. U. handball champion. He has 
held many offices in dental society work and was president of the Birming- 
ham Monday Morning Quarterback Club, the Auburn Club of Birmingham 
and the Birmingham Athletic Club. Add to all these accomplishments the 
tact that he is a singer of note and you still have only part of the picture 


of this remarkable man. 


Among the more serious mistakes of the 
dental profession are these: 

1. The extraction of permanent teeth from 
young patients without making provision for 
the retention of the space thus created. 

2. The covering of the original mistake by 
the advice to the patient years later, after the 
teeth have drifted until the space is so di- 
minished that bridging it is apparently unnec- 
essary (Fig. 1): “No bridge is needed.” 


Fig. 1—Result of original failure to use space-re- 
taining appliance. 


The fact that these errors result in loss of 
contact, food impaction, breaking down of the 
supporting structures, periodontoclasia, and 
other abnormal conditions of the masticatory 
apparatus is disregarded. 
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Dr. Sapienza is a graduate of the University of Buffalo, Class of 1920. 
His fine private practice is devoted to Restorative Dentistry, a field in 
which he is distinguished and which has called him to the major dental 


LOSS OF LOWER FIRST MOLAR 


The loss of the lower first molar permits the 
greatest opportunity for teeth adjoining the 
space to migrate. The restoration best suited 
to bridge this gap, which has been allowed to 
diminish until an ordinary bridge is no longer 
possible, will therefore be dealt with here. 


Effects—1. In the absence of a retaining ap- 
pliance, the lower second molar usually drifts 
mesially and lingually out of occlusion years 
after the lower first molar has been extracted. 

2. The second bicuspid, in most cases, is in 
torsoclusion. 

3. Frequently there is, too, (a) loss of con- 
tact between the first and second bicuspids; 
(b) between the second and third molars; (c) 
elongation of opposing teeth, (d) and other 
abnormal conditions. 

4. At least four teeth are thrown out of 
occlusion when the second molar begins to 


drift and the second bicuspid is normal. (Ex-. 


amination of more than 400 cases and obser- 
vation of approximately 100 study models 
have revealed this.) 

5. A minimum of five teeth are thrown out 
of occlusion when the second molar begins to 
drift and the second bicuspid has rotated 
(Fig. 2). 

6. Occasionally, the early loss of the lower. 
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Fig. 2—Lingual view of case showing minimum of 
five teeth thrown out of occlusion due to early loss of 
lower first molar. 


first molar results in abnormal occlusion of 
the entire half of the masticatory apparatus 
involved. 


CONSTRUCTION OF PONTICLESS FIXED 
BRIDGE 


The method of restoration described here is 
the construction of a ponticless fixed bridge 
with full cast crown abutments (Fig. 3). 


Fig. 3—Minimum of six teeth placed in functional 
occlusion by construction of ponticless fixed bridge 
with full cast crown abutments on lower second bi- 
cuspid and lower second molar and a soldering contact 
forming bridge without dummy. 


Roentgenograms and Study Model—A ro- 
entgenogram and a study model of each case 
are essential before the procedure is begun. 
Roentgenograms reveal the position of pulps, 
the length of roots, density of bone, and the 
condition of the supporting structures; a study 
model assists in determining the amount of 
reparation necessary to obtain balance. 


Reduction of Opposing Teeth—Teeth that 
are not in functional occlusion are of no value 
to the masticatory apparatus; therefore the re- 
duction of elongated teeth is essential. Even 
though the operator encounters sensitive den- 
tine and is forced to restore the occlusal sur- 
face, he must proceed until the elongated 
tooth has been so reduced that a balance with 
the adjoining teeth is obtained (Fig. 4, top). 

If a tooth cannot be placed in correct occlu- 
sion, it should be extracted and replaced with 


Fig. 4—(top) Reduction of elongated tooth before 
abutment preparations for bridge are begun. (bot- 
tom, left) The bicuspid is prepared first because, al- 
though the crown of the tooth nas rotated, the root is 
usually vertically and therefore nearer normal than 
the second molar. (bottom, right) The method of ob- 
taining a normal tooth form by the use of a full cast 
crown on the bicuspid is illustrated. Functional occlu- 
sion (as shown) is more easily obtained by the use of 
a full cast crown on the molar. 


Fig. 5—(bottom) Lower second molar has migrated 
out of position to such an extent that it is of no value 
to the masticatory apparatus. It was extracted and the 
area replaced with a fixed bridge. (top) Same case. 
Appearance of jaw before upper first and second bi- 
cuspids, first molar, and lower second molar were ex- 
tracted because they could not be placed in functional 
occlusion and after replacement with fixed bridges. 
Patient was 38 years of age. 


a bridge (Fig. 5). It is better to obtain func- 
tional occlusion by means of a proper restora- 
tion than to have an abnormal occlusion 
eventually causing a pathologic condition. 


Preparation of Abutment Teeth—The 
elongation of opposing teeth having been cor- 
rected, abutment preparations are begun. 


1. Prepare the second bicuspid. 


2. Reduce the mesial and lingual surface 
areas of the second molar sufficiently to obtain 
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an adequate anchorage and a definite finishing 


line. (In this reduction, it is necessary to keep 


the molar areas parallel with the bicuspid 
areas. ) 


3. Reduce the distal, distoclusal, and buc- 
cal surface areas (Figs. 4 | bottom, left| and 
6). 


Fig. 6—Use of parallelometer, essential to pontic- 
less bridge restoration. 


To protect these prepared areas, aluminum 
shells of correct size, contoured to the gingival 
margin and affixed with carbol-eugenol mixed 
to a putty-like consistency, may be used. Dur- 
ing the construction of the bridge, the shells 
may be removed and replaced whenever the 
operator deems it desirable. Their use must 
be continued until the bridge is ready to be 
cemented. 


Making Wax Patterns—With a definite pro- 
tection of the abutments established, wax pat- 
terns are made by the method to which the 
operator is accustomed. He will take especial 
care to create a normal tooth form, realizing 
that he is dealing with teeth in an abnormal 
position. 

1. The mesial portion of the second molar 
should be extended until contact is established 
with the distal portion of the second bicuspid. 


2. The inevitable bulk at the mesioclusal 
angle of the completed pattern may be re- 
duced by removing as much wax as is per- 
missible from the inner surface of the angle. 
(The weight of the casting is thereby 
lessened, and, when cemented, will afford 
added anchorage. ) 


Impression Taking—After the castings are 
made and the occlusion is checked, an impres- 
sion is taken in the usual manner. (In the case 
of the ponticless bridge, however, an impres- 
sion of the opposing teeth is not necessary.) 
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The bridge should go to place with finger 
pressure. 


Soldering—Soldering at the contact point 
of the two crowns completes the bridge. This 
is absolutely essential. Failure to solder would 
cause the extended contact portion of the 
molar restoration to act as a lever, thus grad- 
ually driving it out of occlusion when under 
stress. Furthermore, food impaction distal to 
the second molar and other abnormal condi- 
tions would inevitably follow (Fig. 8). 


Interference in Placement—One problem in 
building ponticless bridges has been encoun- 
tered often enough to warrant special consid- 
eration: The bridge at times will not go to 
place, after the abutments are paralleled, 
due to interference from either the distoclusal 
angle of the first bicuspid or the mesioclusal 
angle of the third molar, or both (Fig. 7 top). 


- 


Fig. 7 (top) Ponticless bridge which failed to go 
to place because of interference from mesioclusal 
angle of lower third molar. (bottom, right) The bridge 
is shown in position, the interfering angle being cor- 
rected by the construction of a two-surface inlay with 
proper contact. 


This interference arises from the fact that 
the distance from the distoclusal angle of the 
first bicuspid to the mesioclusal angle of the 
third molar is less than the distance from the 
mesiogingival margin of the second bicuspid 
to the distogingival margin of the second 
molar (Fig. 7, bottom, left.) 

In dealing with migrating teeth, the opera- 
tor must expect to meet such interference. Re- 
duction of the interfering angle, cementing 
the bridge, and restoration of the angle by 
construction of a two-surface inlay with 
proper contact are necessary (Fig. 7, bottom, 
right). 
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Fig. 8—Drawing showing that if the fulcrum was 
at the gingival margin (a) and stress was applied on 
the lever arm (b), the stress would probably not be 
sufficient to cause food impaction distally to the sec- 
ond molar immediately. The fulcrum is not at the 
gingival margin (a) but at the supporting structure 
(c) and stress applied on the lever arm (d) would 
inevitably cause food impaction and other abnormali- 
ties distally to the lower second molar (e). 


FULL CAST CROWNS AS ABUTMENTS 


The recommendation that full cast crowns 
be used as abutments may not be immediately 
accepted. But I believe that full cast crowns 
are the only means of restoration that should 
ever be used in ponticless bridges. This belief 
is based on two facts: 


1. The full cast crown will restore func- 
tional occlusion more easily than any other 
means of restoration whenever the second 
molar has drifted out of position. 


2. The full cast crown will restore normal 
tooth form more easily than any other means 
of restoration whenever the second bicuspid 
has rotated. 


Gold Versus Porcelain—I agree that, esthet- 
ically, porcelain would be preferable to gold 
if it were possible to make porcelain fit as 
accurately as the other restorative medium. 
But, unfortunately, there are few operators 
capable of satisfactorily manipulating porce- 
lain. The vast majority of us feel obliged to 
use gold. 


Advantages—The full cast crown is in- 
finitely superior to any other form of abut- 
ment yet developed, I believe, where esthetics 
is not involved. 

1. The maximum anchorage is obtained. 

2. The preparation is less difficult than that 
necessary for any other form of abutment. 

3. The completed crown affords to all sur- 
faces protection from caries. 


4. The necessary preparation is always at a 
safe distance from the pulp. 


5. In the preparation for the full cast 
crown, destruction is confined to virtually one 
tissue, the enamel. 


6. The average amount of tooth structure 
destroyed in the preparation is no more than 
the amount sacrificed in the preparation for a 
three-quarter crown or a_ mesioclusodistal 
inlay. 

7. The time required for the preparation is 
less than that required for a three-quarter 
crown or a mesioclusodistal inlay. (This sav- 
ing of time inevitably causes less trauma and 
less shock to the pulp.) 


A most important fact, and one perhaps not 


,commonly recognized, is that the marginal line 


it is necessary to perfect, in the full cast crown, 
is approximately one-third less than the mar- 
ginal line required by the three-quarter crown; 
and it is at least one-half less than the mar- 
ginal line required by the mesioclusodistal 
inlay. 


USE OF TWO-SURFACE INLAY 


There is yet another form of restoration 


which some operators will prefer whenever 
the second bicuspid is in normal occlusion: 
the two-surface inlay, which undoubtedly con- 
serves tooth structure at the time of the orig- 
inal preparation. Unfortunately, this inlay 
does not afford protection from caries, and the 
result of caries attacking a tooth restored by 
this type of inlay is that, in most cases, the 
entire bridge must be removed in order to 
correct the damage. 


COMMENT 


On rare occasions enough space is created, 
after preparations are completed, to insert a 
pontic instead of building out the contact and 
soldering. I urge that a pontic be inserted 
whenever there is sufficient space to permit 
its use. I do not contend that the ponticless 
bridge should supercede the pontic; I recom- 
mend the ponticless bridge only when an 
ordinary bridge cannot be placed. 


617 Comer Building. 
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it's THE BEST WE KIN Do UNTIL BETTER MATER/ALS 


ARE AVALLABLE DecToR . 


A NEW JOURNAL 


“The Journal of The American Academy of Applied Nutrition” made its appearance on the dental scene as a 
Spring 1947 pioneer issue. It is a beautiful piece of work. 


This publication springs from The American Academy of Applied Nutrition which had its birth in 1936 and has 
developed into one of dentistry’s most important scientific bodies. In deciding to share their findings with the rest 
of the dental profession, they have made a generous gesture and an important step forward in the enlistment of other 
minds to the benefits of the practice of medical dentistry. 

The cover of their first issue shows the finest art work we have ever seen on any magazine. It should be framed and 
hung in every dental office in the land. 

The theme of this first issue is how and why human heaith goes with the soil and its fertility. It is protusely 
illustrated. 

The Editor of this fine Journal is Dr. J. C. Almy Harding of San Diego, California. Dr. Harding is also the Editor 
of the “Journal of The Southern California State Dental Association.” He deserves a salute from the dental profession 
for launching a new and extremely important publication in such magnificent style while containing superb material. 

The subscription rates to this new Journal are: North America, $4.00; elsewhere, $5.00; single copy, $1.00. We 
hope that every dentist in America will write to Dr. Harding at 311 Nutmeg Street, San Diego, California and sub- 
scribe to this Journal. As it states on the back cover — “If you are of those who would rather create health than rescue 
patients from disaster, this Journal may help by providing current, factual information on the inter-relationship of 
food, health and staff of the “Journal of the American Academy of Applied Nutrition.” 

James Robinson 
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Shaping the Plastic Eye 


This is the second in a series of articles written as a guide to dentists in the making of plastic 


eyes. Dr. Roberts has been making plastic eyes since 1943. The techniques employed in each 
step of Dr. Robert's method are techniques familiar to every dentist. The authors believe that 


In making a well-fitting plastic eye, a stone 
model of the eye socket is the initial essential. 

In denture making, even that lowliest of all 
forms known as “mail order” dentistry makes 
some attempt at an impression. The rare in- 
dividual who does not grasp the need for a 
dental impression and thinks that he can wear 
a denture made for another, provides humor 
wherever newspapers and magazines are read. 

The plight of the unfortunate individual 
wearing an artificial eye would be equally 
hilarious were it not so tragic and pathetic. 
Artificial eyes are made in several sizes, all 
about the same shape. The wearer selects the 
size and colour which seems best for him. 

Yet no two eye sockets are identical, any 
more than two mouths are identical! 


The amazing thing about this situation is 
that these unfortunate people have not made 
a clamor for attention which should have been 
heard around the world decades ago. Instead, 
they become quietly incoherent with gratitude 
when they are able to avail themselves of the 
exact methods used in denture making. 

It is an extremely simple matter to make 
use of the eye socket model. The outline of the 
socket will be plainly discernible. The deepest 
outer groove will be the guide to be followed 
in shaping the eye. The rim of the eye, resting 
against this groove, should conform to the 
curve of the groove. This groove will be deep 
enough in the stone model so that there will be 
noticeable undercuts, corresponding to the 
bones surrounding the eye socket. It is not nec- 
essary to attempt utilizing these undercuts. 
Trim away all overhanging undercuts. If the 
undercuts are extreme it may be necessary, 
in addition, to cut the stone model in half 
horizontally. In such cases, wax the halves to- 
gether and proceed as with regular cases. The 
halved parts will facilitate the future removal 
of the wax pattern. 


any dentist, by following these steps, can make a plastic eye of which he will be sincerely proud. 


At this point it is well to mark the model 
with an arrow indicating the direction toward 
the bridge of the nose, as well as the upward 
direction. Paint the model with vaseline. 


Following approved dental procedure, de- 
sign the appliance in a fairly hard wax. The 
type of wax need not, however, be limited to 
any particular selection. The operator who 
prefers a softer wax in other procedures, may 
also prefer it in this case. Stick inlay wax is not 
advised since it is difficult to mold. 

The simplest way to form the eye in wax 
is to begin with a small sheet of wax. Flame the 
wax until it is malleable. Then lay the wax 
sheet flat on the model and with the finger tips 
press the wax firmly into all the indentations 
of the model. Make sure that the wax follows 
the upward curve of the outer groove. Trim 
away the excess wax outside this upward 
curve. 


Without removing this first layer of wax, 
build up a mound of soft wax until it is about 
ten millimeters high with an oval conformity. 
There is no need to be very exact in shaping 
the form at this initial stage. A wax mound 
about ten millimeters high and about the shape 
shown in figure 1 is all that is necessary. 


Fig 1. General Contour of Wax in Preliminary 
Shaping 


Smooth the wax carefully. As a final meas- 
ure, flame the surface so that it is as smooth as 
possible. Chill and polish. Remove the wax 
form from the model and hollow it out so that 
only the edges, about three or four millimeters 
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thick, will rest against the eye socket. Later this 
form may be hollowed out further, but it is wise 
to keep it thicker and stronger in the initial 
stages. There is less possibility of the wax form 
changing shape as it is handled. 


The necessity for keeping the plastic eye in 
shell form has been established by eye sur- 
geons. In examining the eye socket it will be 
noted that there is a slight prominence in the 
center. This is due to the fact that the surgeon, 
removing the eye, implanted a plastic ball 
about the size of a small marble in the center 
of the socket. This implant causes a notice- 
able bulge in the covering membrance. Glass 
balls were formerly used for this purpose, and 
in some modern instances the balls are made 
of thin metal such as Ticonium, which is com- 
patible with body tissues. Regardless of what 
.material the surgeon has used in inserting this 
ball, no pressure should be exerted against it. 
Thinning the plastic eye also makes the eye 
lighter in weight and gives it increased 
mobility. 

All measurements of the patient’s other eye 
are taken during the second appointment 


Seat the patient in the dental chair as done 
previously, with a towel about the neck. Facial 
tissues may likewise be provided since a few 
drops of mild boric acid solution should be 
placed in the eye socket with an eyedropper 
before treatment is begun and after it is fin- 
ished. This preparation for rinsing of the eye 
socket becomes as automatic a part of the 
plastic eye appointment as does the placing of 
a drinking cup for the dental patient. It should 
preceed and follow each appointment. 


Carefully check the model with the actual 
eye socket to make certain that the arrows on 
the model correctly indicate the directions up- 
ward and toward the bridge of the nose. 

Insert the wax form gently into the eye 
socket. The patient himself may be able to ac- 
complish this with greater ease, since he has in 
all probability been wearing a glass eye. Follow 
his motions with the wax form, making certain 
that the proper portion of the wax form is in- 
serted in the proper portion of the socket. 


Have the patient open and close both eyes 
several times and look to the left and right, as 
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well as up and down. This settles the wax form 
in the eye socket. Now examine the eyelids, 
Are the upper and lower eyelids distended or 
sunken? Or do they happen to close evenly as 
the lids of the normal eye do? 


At this point it is not necessary for the lids 
to occupy a completely normal position. Do 
not have the lids distended. Guard against hav- 
ing the wax model too large. If a starey effect 
results, trim away a few millimeters of wax. 

Each time the wax form is trimmed, flame it 
carefully before chilling and polishing. This 
provides less irritation, greater ease of lid ac- 
tion, and a more accurate conception of the fin- 
ished result. There may be some slight move- 
ment of the wax form when the patient turns 
his natural eye to right or left. This is com- 
pletely immaterial at present and should not 
be considered. 

When the form has been trimmed and 
polished so that the lids are fairly normal and 
have free movement, have the patient open 
his eyes as wide as possible and look directly 
ahead. Measure the diameter of the iris in the 
normal eye, using a millimeter guide such as 
all dentists possess. The diameter will vary 
from approximately eleven millimeters to 
thirteen millimeters. Enter this measurement 
on the patient’s record. 

Mark the proper position of the iris upon 
the wax form. With the tip of a probe, make a 
cross indicating the center of the iris, as shown 
in figures 1 and 2. If preferred, oxide of zinc can 


Fig. 2. Center of Iris Marked and Iris Outlined 


be used since it makes a white mark which 
clings easily to wax. When the wax form has 
been marked with a cross indicating the exact 
center of the iris, remove the wax form and 
place a few drops of the boric acid solution in 
the socket. 
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Fig. 3. Iris Set in Wax 


Before dismissal, make arrangements to be 
provided, well before the next appointment, 
with the glass eye which the patient considers 
the closest duplication in colour of his natural 
eye. Most patients will have several, since the 
glass eyes shatter as easily as an eggshell. 
Seldom, however, is the iris in a broken eye 
damaged. 


If the patient has several, examine them 
carefully. As a rule the patient will have a 
pronounced preference, and since he has in- 
variably spent hours examining the most 
minute detail, it is usually wise to agree with 
his preference. Stress the colour and size of the 
iris only. It does not matter that the eye was a 
poor fit, that it had no movement, that the white 
of the eye was a different shade, or even that 
the sclera is broken. If the iris is perfect, it 
can be used. 


If the patient has no such iris, have him buy 
a glass eye without regard for the shade of the 
white part, the fit of the eye, or anything else 


_ but the size and colour of the iris. Only the iris 


is important. The price of such an eye will 
rarely be over ten or twelve dollars. 


After the patient’s dismissal, finish marking 
the wax form with a circle, using an ordinary 
schoolroom drawing compass. Set the compass 
opening at one-half the diameter which the iris 
of the patient’s normal eye measured. Placing 
one point of the compass at the center of the 
cross on the wax form, swing the other point in 
a circle marking the wax. If this outline is faint, 
it may be further outlined with oxide of zinc 
as in figure 2. 


The next step in the laboratory is the use of 
the glass iris. In making a denture, the dentist 


Fig. 4. Iris Occupies Position Outlined by 
Circle 


does not make the teeth. He can purchase far 
better ones than he can make without expend- 
ing a lavish amount of time, material and 
money. In fact, even with his expenditure, few 
dentists would find themselves possessed of the 
artistry involved in making natural appearing 
teeth. 


The similarity between denture and plastic 
eye making applies here very strongly. Those 
who advise that the painting of a plastic iris 
can be accomplished easily after a few at- 
tempts, are obviously satisfied with a poor 
reproduction. The dentist may as well avail 
himself of the artistry and experience which 
has gone into the making of a glass iris. 


Grind away the white part surrounding the 
iris. Either the lathe or a stone wheel in the 
handpiece at the chair may be used. The grind- 
ing must be done slowly and the glass kept wet. 
A firm hold is necessary, of course, just as in 
grinding a tooth. Make no attempt to bevel the 
edge in any direction. Simply grind away the 
white of the eye until the iris alone remains. It 
should be definitely circular and none of the 
iris itself should be removed. 


Superimpose the iris upon the wax form, 
as in figures 3 and 4. Hollow out the wax within 
the white circle and set the iris in this space. 
If the center of the iris has been marked cor- 
rectly on the wax form, the iris will be in the 
correct position. 


Next month’s article will change the wax 
into acrylic and the plastic eye will be well on 
its way to completion. 


603 Arthur St. 
Syracuse 4; N. Y. 
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Periodontal Diseases 
By BALINT ORBAN, M.D., D.D.S. 


Dr. Orban is considered one of the outstanding dentists of the era. He 
has made many notable contributions to dentistry and to medicine in the 
field of Histopathology as well as in the science of Periodontics. His mag- 
nificent background and experience is revealed in the following history: 


1922 — M.D. degree, University of Budapest, Hungary. 

1922-1924 — Dental School, University of Vienna. 

1924-1927 — Research work with Dr. B. Gottlieb, Vienna. 

1927-1929 — Professor of Dental Histology and Pathology, also Director 
ot Research, Chicago College of Dental Surgery, Chicago, 
Il. 

1930 — M.D. degree, University of Vienna. 

1929-1935 — Research Assistant, University of Vienna. 

1935-1937 — Dozent (Honorary Professor), University of Vienna Dental 
School. 

1938 — D.D.S. Degree, Northwestern University Dental School, Chicago, 
Illinois. 

1939 — Assistant Professor, Department of Pathology, Northwestern Uni- 
versity Dental School. 

1940-1947 — Professor of Oral Pathology and Research, Chicago College 
of Dental Surgery, Loyola University. 

1936-1947 — Chairman of the Scientific Commission, International Dental 
Federation (F.D.1.) 

Since January Ist, 1947 — Research Fellow at University of Illinois Dental 
School to investigate Periodontal Diseases. 

1942 — Fellow American Academy for the Advancement of Science. 


Published about 80 scientific papers and several books. 


Books published — Dental Histology and Embryology 1929 — P. Blakiston. 
Biology and Pathology of the Teeth and their Support- 
ing Mechanism (with B. Gottlieb) McMillan — 1938. 
One book in German on Traumatic Occlusion (with 
B. Gottlieb — 1933). 
Oral Histology and Embryology — Editor and Co- 
author, 1944 —C. V. Mosby Co. 


Under the term “periodontal diseases” we 
collectively classify all diseases affecting the 
supporting apparatus of the teeth. This sup- 
porting apparatus consists of the periodontal 
membrane, alveolar bone and the gingiva, and 
is referred to as the “periodontium.” In a 
broad sense, we should add to the above men- 
tioned tissues the cementum of the root, which 
is the substance attaching the fibers of the 
periodontal membrane to the tooth. The 


Classification and Diagnosis of 


changes in the tissues involved, etiology and 
clinical features. Keeping this in mind, peri- 
odontal diseases can be classified as— 


Dr. Orban and sons, Tom and Jim 


A. Inflammatory 


B. Degenerative 
C. Atrophic 
D. Hyperplastic 


E. Traumatic 


proper vitality (quality and quantity) of the 
cementum* is a most important feature of 
the physiologic functioning of the periodon- 
tium. 

Proper classification of the periodontal 
diseases is essential to proper diagnosis, which 
in turn is pre-requisite for proper treatment 
and prognosis. To classify any disease we 
must take into consideration pathologic 


*Gottlieb, B. Biology of the Cementum, Jr. Period. 
43; 13; 1942. 
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A. Inflammatory conditions are generally 
designated by the suffix itis; therefore if we 
have an infiammation of the gingiva we speak 
of gingivitis. If the inflammation penetrates 
into the deeper supporting tissues, bone and 
periodontal membrane, we speak of periodon- 
titis. These conditions can be further desig- 
nated as acute or chronic, depending on the 
duration and type of inflammatory elements 
present in the tissues. According to the 
exsudate which is produced by the inflamma- 
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tory reaction, we can speak of a serous, puru- 
lent or hemorrhagic gingivitis, or periodonti- 


tis. We can differentiate these conditions ac- 
cording to their clinical appearance, as ulcera- 
tive or hyperplastic, or according to their 


etiology in general, as being due to local or 


systemic factors. If 


the latter is known we 


can, for example, speak of scorbutic, tuber- 


culous, pregnancy g 


ingivitis or periodontitis. 


The clinical differentiation between a gingi- 
vitis and periodontitis is mainly decided by 
the depth of the pocket. In gingivitis the bot- 


different kinds. 
(Menkin) 

TYPES: Acute, Chronic 
Edematous 
Serous 
Fibrinous 
Purulent 
Hemorrhagic 
Ulcerative 
Pseudomembranous 
Desquamative 
Hyperplastic 
Specific 
Allergic 
Etc. 


According to symptoms: 
Ulcerative 
Purulent g., etc. 

According to etiology: 
Scorbutic g. 
Adolescent g. 
Pregnancy g. 
Tuberculous g., etc. 


PATHOLOGY TERMINOLOGY SYMPTOMATOLOGY ETIOLOGY 
INFLAMMATION: a complex GINGIVITIS: Localized to marginal gin- |Local irritation (calculus, 
vascular, lymphatic and According to duration: giva. Gingiva swollen, ul-joverhanging fillings, 
local tissue reaction Acute g. cerated, bleeding, red or j|clasps, etc.) and 
caused by irritation of Chronic g. magenta, according to type |Systemic factors (dietary 


of inflammation. 

Pockets shallow. 

Pain in Vincent’s type of 
acute ulcerative g. 
Calculus abundant. 
Radiogram negative. 


deficiencies, anemia, endo- 
crine disturbances, etc.) 
in combination to varying 
degrees. 


PERIODONTITIS 

Simplex: sequela of 
gingivitis 

Complex: systemic, or 
sequela of peri- 
odontosis 


Deep pockets. Inflammation 
extends into supporting 
tissues. Acute abscess 
formation frequent (pain- 
ful). Radiogram: marginal 
bone rarefaction: (simplex: 


regular; complex:irregular) 


Simplex: the same as that 
of Gingivitis but of long 

duration, possibly preval- 
ence of systemic factors. 

Complex: Primarily systemic 
(e.g.tb.), or secondary to 
periodontosis. 


DEGENERATION: a morbid 
process consisting in 
the conversion of the 
elements of a tissue 
into some inert sub- 
stance. 

(Gould) 
Hydropic 
Fatty 
Hyalin 
Calcareous 
Etc. 


PERI ODONTOSIS 
Early 


Migration and loosening 
of teeth (spreading of 
teeth, diastemas) but no 
inflammation. Radiogram: 
widening of pdm. 


Pocket formation (Peri- 
odontitis complex). 
Progressive loosening 
and migration of teeth. 
Affects single,groups or 
the entire set of teeth. 
Radiogram: irregular 
bone resorption. 


Primarily systemic; 
Inherited inferiority of 
the dental organ might 
play an important role. 
Local factors superimposed. 


Some cases of p.osis are 

characterized by immunity 
to caries of enamel, later 
developing cemental decay. 


ATROPHY: a decrease in 
size of an organ or 
of the cellular elements 
thereof after it once 
has attained its mature 


size. 
(Smith and Gault) 

Senile 

Presenile 

(Precocious) 
Pressure 
Toxic 
Disuse 


PERIODONTAL ATROPHY 
Progressive resorption 
of alveolar bone with. 
similtaneous gingival 
recession. 


Exposure of root surfaces 
on some or all teeth, fre- 
quently localized to 


Gingiva pale, thin. 
Free margin of the gingiva 
sometimes rolled. 


Disuse atrophy 


In disuse atrophy, no 
gingival recession. 
Radiogram: osteoporosis. 


labial surface of the teeth. 


Local trauma (i.e. the 
toothbrush). 

Presenile (Idiopathic). 
Following gingivitis. 


Disuse: due to loss of 
occlusal function. 


HYPERPLASIA: 
of tissue due to in 
crease in the number 
of its elements (serving 
no useful functional 
purpose). 

(Smith and Gault) 


Overgrowth 


GINGIVAL HYPERPLASIA 

If inflammatory: 
Hyperplastic g. 
(Acute or chronic) 
Adolescent, dilantin, 


etc. 
If non-inflammatory: 
fibromatosis gingivae. 


Overgrowth of gingiva. 
If inflammation present: 
redness, bleeding. 


If fibrous: firm. 
Radiogram mostly negative. 


Inflammatory hyperplasia due 
to local irritation and 
endocrine dysfunction 
(adolescence, pregnancy) 

or drugs (dilantin sodium). 


Non-inflammatory: Idiopathic. 


TRAUMATISM: Morbid con- 
dition of tissue pro- 
duced by trauma. 

(Webster) 
Pressure necrosis and 
its consequences 
(thrombosis, hemorrhage, 
resorption of bone, 
cementum) . 


PERIODONTAL TRAUMATISM 


Loosening of teeth. 

Pain on percussion, at 
times sensitivity to 
cold. Elongation of 
teeth, cusp interference. 
diogram: widening of 
pdm. 


Occlusal trauma. Primary: 
high fillings, crowns, etc. 
Overstress due to loss of 
teeth (also change in 
, hight grinding 
bruxism); muscular tension 
caused by psychologic 
factors. 

Secondary: due to loss of 
supporting tissues in in- 
flammatory (p.itis) degen- 
erative (p.osis), and 
atrophic conditions. 
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tom of the gingival pocket does not encroach 
upon the periodontal membrane. In periodon- 
titis the pocket is deep and extends beyond 
the original alveolar margin, which has been 
resorbed, into the region of the former peri- 
odontal membrane. A periodontitis might be 
caused by neglect of a gingivitis or by some 
systemic disease. It also develops as a late 
symptom of periodontosis. 


B. Periodontosis is a degenerative disease 
of the periodontal membrane. It is known to 
develop in three stages.“ The first stage is 
the degeneration of the connective tissue 
elements of the periodontal membrane, fol- 
lowed by resorption of the alveolar bone lead- 
ing to widening of the periodontal space. In 
the second stage, epithelial porliferation is 
evident in microscopic specimens, leading to 
a shifting of the epithelial attachment in an 
apical direction. In the third stage, the epi- 
thelial attachment separates from the surface 
of the root and deep periodontal pockets de- 
velop. Due to the connective tissue degenera- 
tion and bone resorption, a granulation tissue 
develops in the widened periodontal mem- 
brane causing the teeth to shift and wide 
spaces appear between the teeth so affected. 
The deep pockets develop on the side from 
which the teeth migrate. This disease often 
attacks people immune to caries. It affects 
women on the average at an earlier age than 
men. It might involve one tooth in a denti- 
tion, or a group of teeth; often one central 
incisor or the first permanent molars, and 
sometimes only one root of a multi-rooted 
tooth. The etiology of periodontosis is not as 
yet fully understood but we can take it for 
granted that systemic disturbances of differ- 
ent nature (organic, nutritional) are of prim- 
ary importance. An inherited organ inferiority 
of the dental supporting apparatus must also 
be assumed. Local factors seem to be of sec- 
ondary nature and are mostly superimposed. 


C. Atrophy manifests itself in the support- 
ing tissues as gingival recession, which ap- 
pears as a simultaneous alveolar bone and 


*Orban, B. and Weinmann, J. P. Diffuse atrophy of 


the Alveolar Bone (Periodontosis) Jr. Period. 13:31; 
1942. 
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gingival atrophy. From the dental point of 
view, disuse atrophy is of great interest. It 
develops due to loss of occlusal function and 
leads to resorption of the alveolar supporting 
bone trabecules, appearing as osteoporosis. 
The fiber bundles of the periodontal mem- 
brane disappear and are replaced by loose 
fibrous tissue without any principal fibers. The 
periodontal membrane becomes half or one- 
third as wide as in the functional condition. 


D. Hyperplasia is an over-growth of tissue 
due to increase in the number of tissue ele- 
ments within an organ; it appears mainly in 
the gingiva. It might develop as an inflamma- 
tory condition (i.e. adolescent hyperplastic 
gingivitis) or as a fibromatosis without inflam- 
mation. Dilantin sodium—a drug used in 
epilepsy to combat convulsions—causes a hy- 
perplastic gingival tissue growth in about 
50 percent of cases. 


E. Traumatic disturbances in the support- 
ing tissues appear as traumatism—a morbid 
condition of the tissues produced by mechan- 
ical trauma. As an etiologic factor, imbalanced 
occlusion is of importance. Occlusal trauma 
can be primary such as in high restorations 
with fillings and crowns, or improper abut- 
ments of partial or removable fixed bridges. 
Shifting of the teeth following extractions also 
belongs in this category. We can speak of 
secondary occlusal trauma affecting teeth 
which have lost part of their supporting ap- 
paratus due to inflammatory (periodontitis), 
degenerative (periodontosis), or atrophic 
(periodontal atrophy or disuse atrophy) con- | 
ditions. For teeth so affected even normal 
occlusion is traumatic. They often shift their 
positions, become elongated and thus, second- 
arily, come into positions in which they are 
traumatized (cusp interference). 

These different pathologic changes give 
the basis for the classification and diagnosis of 
periodontal diseases, herewith presented, in 
combination with etiologic factors and clinical 
features. The following chart presents these 
different factors in concise form. 


180 N. Michigan Ave., 
Chicago, III. 


KR for Relaxation... 


By JOSEPH GEORGE STRACK 


DENTIST CHARLES BERGER — AMERICAN ETCHER 


“In a single day, a dentist can be faced with 
a hundred things going wrong. The battle with 
an ill-fitting denture; the complaints of a 
‘needling’ patient; the challenges of pleasing 
an important but difficult person; the problem 
of a gold inlay that refuses to fit properly; the 
pandemonium of ringing telephones and door- 
bells; the grinding of sensitive dentine; the 
task of treating an acute swollen jaw; the im- 
plications of an injection that doesn’t take too 
well—these are some of the difficulties, ten- 
sions and frustrations that can pile up in a 
hectic day. And these are some of the things 
that will drive a dentist to a psychiatrist, a 
cardiologist, or—let us hope— to a hobby!” 

In these words, Charles Berger, D.D.S. of 
New York City, identified some of the daily 
pressures to which modern dentists are ex- 
posed. Arranger of the annual art and hobby 
shows of the alumni of the New York Uni- 
versity School of Dentistry and a leading ad- 
vocate and exponent of hobbies and avoca- 
tions for dentists, Dr. Berger adds: 


A DENTIST'S DAY 


“To carry on a full day’s work is a great 
emotional and physical strain. The ethical 
dentist is engaged in a trying practice, a press- 
ing profession that demands a multitude of 
abilities, all properly balanced and nicely ad- 
justed in the individual. From ten to twenty 
persons, or more—all somewhat timid, in- 
hibited or otherwise disturbed—enter a dental 
office daily. That means a continual change in 
the psychological reactions of the dentist; he 
must meet each and every challenge repre- 
sented by each and every patient. One person 
wants to tell about her problem. Another pa- 
tient wants him to tell her a story. And an- 
other individual wants no talk at all. Each 
type must be recognized, and so dealt with. In 
addition to these problems in human relations, 
we have the tremendous task of carrying out 
the actual work in the mouth and in the 
laboratory. We must, above all else, create an 
artistic functional product that will stand up 
under the ever-changing physiological basic 
forces and structures.” 


= 
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Etcher and artist himself, Dr. Bérger ob- 
serves: “We dentists, then, are good subjects 
for hobby study. I believe that our dental so- 
cieties should sponsor art, hobby and other 
leisure-time activities—to help us dentists 
keep going and keep us happy at it. The First 
District Dental Society has been among the 
first to introduce, sponsor and encourage pro- 
grams of relaxation. Among these programs 
are sculpturing, photographing, jewelrying 
and other hobbying. Our members excel in 
these and other activities.” 


CHOOSING A HOBBY 


Dr. Berger’s hobby is etching. He chose 
this activity above all others for a number 
of interesting and valid reasons. “First of all,” 
he explains, “I always liked art work. I always 
felt a great sense of satisfaction in creating. 
During college summers, I was a camp coun- 
sellor. I began painting scenery for the camp 
shows. I found that I not only liked to paint 
but that I had at least a modest ability in that 
direction—two requisites for successful hobby- 
ing, by the way. Later, at dental school, I be- 
came art editor for the college year-book. I 
did art work for the year-books of other 
schools, as well—to make money to buy in- 
struments and other equipment I needed in 
practice. I developed this interest to such an 
extent that after graduation I was made in- 
structor in applied art in dentistry at New 
York University, a subject, incidentally, that 
is, in my opinion, neglected in the dental 
curriculum.” 


SUCCESSFUL USE OF HOBBY 


Dr. Berger successfully merged his voca- 
tional and avocational interests by illustrat- 
ing dental and medical books and professional- 
magazine articles. “Most dental illustrations,” 
he says, “are faulty because true anatomy is 
not shown. All teeth, as we know, are not cir- 
cles or squares with a cross for the occlusal sur- 
face. Each tooth anatomy is different and 
characteristic.” Two excellent examples of his 
artistic-scientific skill are the illustrations in 
“Practical Anaesthesia for Dental and Oral 
Surgery,” the textbook written by Dr. Harry 
Seldin, and in “Radiation Therapy,” the text- 
book authored by Dr. Ira Kaplan, Director of 
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the New York City Cancer Institute. Indeed, 
the dentist-etcher made history with his etch- 
ing and aquatint, “The Trigeminal.” Pointing 
out that science and art are combined in this 
unusual piece, Prints, the authoritative art 
journal, reproduced the etching and said of it: 
“This is the first time the art of etching has 
been used for such a purpose.” Dr. Berger’s 
“Clearing Skies” took first prize in the fifth 
annual exhibition of the Haden Etching Club, 
and a number of his other works have won 
recognition also. 


GROUP HOBBY ACTIVITIES 


To practice his hobby with other profes- 
sional men of similar interests, he joined the 
Haden Etching Club, formed in 1931 by a 
group of dentists and physicians. The club 
took its name from Sir Francis Seymour 
Haden, distinguished English surgeon-etcher 
who was physician to Queen Victoria. “This 
particular hobby was chosen by most of the 
men because it envolves not only artistic abili- 
ties which we are interested in developing, but 
also a knowledge of instruments, acids, waxes, 
and other materials with which we are familiar 
because of our usage of them in our profes- 
sion,” Dr. Berger explains. 


He tells an interesting story about the late 
surgeon-etcher. The latter’s grandson, now liv- 
ing in New York City, told Dr. Berger of a 
patient who entered Dr. Haden’s waiting room 
one day. The patient became interested in the 
many beautiful prints hung in the room. He 
called over to the doctor’s assistant, “Who 
made all these lovely prints?” The assistant 
proudly explained that the surgeon himself 
was the artist. The patient stared at the assist- 
ant for a moment. Then he picked up his hat 
and said with finality, “Any man who could 
execute such lovely etchings certainly can not 
be very proficient in doctoring.” And he left 
the office to seek another surgeon. 

“It is significant to note that this club 
reaches the peak of its activities when we are 
most busy in our offices,” Dr. Berger says. 
“During the depression, for example, attend- 
ance and activity fell off sharply—because, I 
believe, there was less need for diversion, less 
urgency for relief from tension. We studied 
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these trends from this tension angle. The medi- 
cal men agreed that the greatest need for the 
hobby is experienced when over-work pres- 
sures in the profession force us to seek escape 
in diversion.” 


DENTISTS HOLD ANNUAL SHOWS 


The Haden Etching Club is but one exam- 
ple of professional men getting together for a 
common purpose. Dr. Berger calls attention to 
the annual art and hobby shows of the alumni 
of the School of Dentistry of New York Uni- 
versity. Impresario of these unusual shows, he 
points out that the exhibitions not only in- 
terest the alumni, who spend much time at the 
exhibits, but the shows inspire non-hobbyists 
to get started—especially when they learn 
from the hobbyists how much can be derived 
from such activities. Among the items ex- 
hibited are water-colors, oils, prints, photo- 
graphs, sculpture, cartoons, jewelry, railroad 
models, literature, collections of all kinds, and 
even Yiddish translations of Shakespear’s 
works. 


Winner of the honorary OKU key for high 
scholarship in dentistry, Charles Berger was 
graduated from the New York University 
School of Dentistry in 1929. He is Director of 
the Dental Department of the New York 
Cancer Institute and a member of its medical 
board. He recently returned from a Mexican 
lecture tour, talking on his specialities—ceram- 
ics and bridgework—before the dentists of 
Mexico City, Quadalajara and other Mexican 
cities. A fluent speaker of Spanish, Dr. Ber- 
ger used that tongue in addressing audiences 
not familiar with English. 


Married, he is the father of two young girls. 
The Bergers live in New York City, where he 
practices at 509 Madison Avenue. In the sum- 
mer, the family retires to its retreat in Put- 
nam Valley. There, the American etcher ob- 
tains themes for many of his finely executed 
and sentitively conceived etchings, which bear 
the signature—Charles Berger. 


353 State St. 
Albany 6.N. Y. 


WRITERS, HISTORIANS, INVENTORS, 
POLITICIANS — DENTISTS ALL! 


Few people know that Zane Grey, fabulous Ameri- 
can fictioneer, was graduated from the dental school 
of the University of Pennsylvania, and practised den- 
tistry. He turned to novel writing but was unable to 
get his work published. A patient became interested 
in his literary efforts, however, and financed the pub- 
lishing of “Betty Zane.” It was the Zanesville, Ohio 
dentist’s first novel. It was a success. That started 
Dentist Grey on his career as Novelist Grey. 

Another dentist who made his mark in a field other 
than dentistry is Dr. Maurice William of New York 
City. His preoccupation with social trends in history 
helped to shape the policies of the Chinese nation. 
His book, “The Social Interpretation of History,” so 
influenced Sun Yat Sen, the great Chinese leader, that 
the latter wrote a book based upon Dr. Williams’ con- 
cepts and incorporated many of those concepts in the 
program of the Chinese government. 

Lehman Wendell, Minneapolis dentist, adopted 
Esperanto, the universal language, as his hobby. Like 
many hobbyists, he developed his leisure-time activity 
until it became an avocation. He wrote several origi- 
nal books on Esperanto, taught the subject at the Uni- 
versity of Minnesota, and conducted correspondence 
courses in Esperanto. He thus became an American 
authority on the subject. 

A number of dentists have become prominent in- 
ventors. Dr. Edward Maynard of Madison, New York, 
for instance, became an outstanding inventor of fire- 
arms. He perfected the famous Maynard rifle. An- 
other early dentist, Dr. W. G. A. Bonwill of Camden, 
Delaware, designed that great boon of mankind—the 


@fety pin! He also invented the Welsback burner for 
kerosene lamps, the shoe-fastener, and grain harves- 
ters. Another dentist-inventor was Amos Westcott of 
Newport, New York. He contrived a churn that made 
butter in one minute, devised a door spring, and de- 
signed a door bolt. Incidentally, he also fathered the 
author of “David Harum.” 

Like Dr. Westcott, who became Mayor of Syracuse, 
New York, many dentists have entered the political 
arena. Henrick Shipstead of Minnesota became a 
Senator. Frank Crowther of New York, J. S. Wolff of 
Missouri and R. O. Woodruff of Michigan served in 
the House of Representatives. 

While commerce has attracted numerous dentists, 
few have scored the success of T. B. Welch, the big 
grape juice man. 

Not only history, literature, politics, invention and 
commerce, but all fields, including painting, music, 
sculpture, poetry and sociology, have been enriched 
by the hobbying, inventing and creating dentists who 
were primarily seeking peace of mind, relief from 
the rigors of their profession, and a fuller life. 


GAMES, OUTDOOR ACTIVITIES, SPORTS 


Archery, Auto-racing, Badminton, Basketball, Base- 
ball, Boating (canoeing, ice-boating, motor-boating, 
sailing, yachting), Bowling, Bicycling, Boxing, Build- 
ing, Camping, Cards, Cattle-raising, Cricket, Croquet, 
Climbing (mountain), Checkers, Chess, Dog-breeding, 
Exploring, Farming (bee, cattle, forestry, fruit, nut, 
Pigeon, poultry, produce, rabbit, sheep), Fencing, 
Fishing, Football, Flying, Gardening, Golf, Horses 
(breeding, racing, riding), Hunting, Ju-Jitsu, Magic, 
Motoring, Nature study, Polo, Running, Softball, 
Skating, Swimming, Tennis, Traveling, Walking, 
Wrestling. 
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By SHIRLEY EASLEY WEBSTER, B.S., R.D.H. 


WE MUST APOLOGIZE for the typographical 
error in our July column which caused us to 
speak of Dr. Basil Bibby as Dr. “Libby” though 
we doubt that anyone was the least bit con- 
fused. Dr. Bibby is far too well known for that. 


THE SWIFT COMPANY has been running adver- 
tisements in ‘dental journals suggesting that 
dentists prescribe for edentulous patients their 
series of strained meats put up in cans for 
babies. We are not one to go in for free adver- 
tising but would like to submit the fact that we 
have finished many a can of strained beef 
after our young offspring. It makes a tasty 
luncheon sandwich. Recipe on request! .. . 
Things are looking up too, for the patient with 
a new equipment of dentures, who has not yet 
mastered the art of dealing with the butcher's 
tenderest cuts. 


THE WISCONSIN GIRLS have revived their state 
publication, “The Echo.” It seems that for sev- 
eral years there wasn’t enough activity to cause 
an echo but now they are making a bang, bang. 
At the time of their last state meeting there 
were 128 paid up members and the cry went 
out for some means of communication among 
the girls scattered over a large state. The need 
for a publication is what gives it vitality 
so here’s a wish for Wisconsin and their reborn 
project. Further information can be obtained 
from Belle Fiedler, 604 N. 16th St., Milwaukee. 


THERE’S A MOVEMENT AFOOT in Massachu- 
setts to modify the dental hygiene legislation 
there. In just what way we have not yet ascer- 
tained. Reports would be welcome as Mass- 
achusetts is certainly one of the strongholds of 
dental hygiene, and whatever “they” are doing 
in the Bay State is worthy of note. 
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Her grandfather was a dentist; her mother is a 
hygienist. Can these aptitudes be inherited? Ten- 
months cld Madeline examines Mommy's fangs 
under the bright sunlight of Water Mill (Long 
Island) Beach. 


MANY REQUESTS FOR INFORMATION on den- 
tal hygiene as a career have been pouring in 
from the state of Indiana. Could this be a rever- 
beration from Editor Jimmy Robinson’s speech 
of last spring? A new crop of Hoosier hygienists 
is in the making. 


THE GENESIS OF DENTAL EDUCATION IN THE 
UNITED STATES is a new book by an Ohio oral 
surgeon, Van Broadus Dalton, which does not 
quite live up to its title. It might better be 
called a history of the Ohio College of Dentis- 
try with a few notes on the national aspect. 
. . . One is led to expect a summation of the 
ideas which gave impetus to dentistry’s history 
in the past century but these are lacking in 
favor of chronology and discussions of colorful 
personalities — especially that of Dr. John Har- 
ris. The book has a bibliography but no index. 
. . . It would be particularly beneficial as a 
reference only to those interested in the dental 
history of Ohio. 


Lakeside Road, Stanwood 
Mount Kisco, New York 


